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Standard form No. 2800 . 77 .
U.S. Civit Servica Commission
FPM Supplement 890-1
Novamber 1965

. FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM

NOTICE OF CHANGE IN HEALTH BENEFITS ENROLLMENT

2810-106

Part A.—IDENTIFYING DATA

(h1(6]
(h1(3)

T NAME _ (LAST) (FIRST) {MIDDLE INITIAL) 2. DATE OF BIRTH 3. CARRIER CONTROL NO.
Caranci John C. 2-T-22 678546

4. ADDRESS 5. PAYROLL OFFICE NO. 5. ENROLIMENT CODE NO.
64 Eddy Street 422
Centerdale, Rhode Island 02911 7. DATE THIS & COMES EFFECTIVE

ONLY THE ITEM WHICH IS CHECKED BELOW AFFECTS YOUR ENROLLMENT.
INSTRUCTIONS. KEEP THIS FORM UNLESS YOUR ENROLLMENT 1S TERMINATED AND YOU APPLY FOR CONVERSION.

Part B.—TERMINATION

READ THAT ITEM CAR‘FULLY AND FOLLOW ANY PERTINENT

10-Nov-2008 |

APPROVED FOR RELEASEDATE: ‘ '

D YOUR ENROLLMENT TERMINATES ON THE DATE IN PART A, ITEM 7, ABOVE.

Part C.—CHANGE IN PLAN

PLAN.

YOUR ENROLLMENT SHOWN IN PART A, ITEM 6, ABOVE HAS BEEN TERMINATED BECAUSE OF YOUR ENROLLMENT IN ANOTHER

Part D.—TRANSFER OUT

Part E.—TRANSFER IN

YOUR ENROLLMENT CONTINUES BUT 1S TRANSFERRED TO
YOUR NEW PAYROLL OFFICE (OR RETIREMENT SYSTEM):

£

YOUR NEW PAYROLL OFFICE (OR RETIREMENT SYSTEM) SHOWN
IN PART K BELOW HAS ACCEPTED TRANSFER OF YOUR EN-
ROLLMENT AND WitL CONTINUE IT.

Part F.—SUSPENSION

Part G.—REINSTATEMENT

[:] YOUR ENROLLMENT HAS BEEN SUSPENDED, EFFECTIVE ON
THE DATE IN PART A, ITEM 7, ABOVE.

YOUR ENROLLMENT HAS BEEN REINSTATED, EFFECTIVE ON
THE DATE IN PART A, ITEM 7, ABOVE. D

Part H—CHANGE IN NAME OF ENROLLEE

THE NAME IN WHICH THIS ENROLLMENT IS CARRIED HAS BEEN CHANGED TO: ' [:]

NAME

ADDRESS IF DIFFERENT FROM PART A, ITEM 4, ABOVVE'

DATE OF -8IRTH

Part 1.—CHANGE IN ENROLLMENT—SURVIVOR ANNUITANT i

SEND YOU A NEW IDENTIFICATION CARD.

YOUR NEW ENROLLMENT
CODE NUMBER

YOUR ENROLLMENT HAS BEEN CHANGED FROM FAMILY COVERAGE TO SELF.ONLY.

(NOTE: THIS ITEM TO BE COMPLETED BY RETIREMENT SYSTEMS ONLY)

YOUR PLAN WilL.

Part J—REMARKS"

Employee Annuitant

-Part K.—DATE OF NOTICE

ZED AGENCY OFFICIAL . DATE
Chief,
NAME OF AGENCY ADDRESS
¢ U. 5. GOVERNMENT PRINTING OFFICE: 1965 — 788.430 Quadruplicate —To Employing Office




: INSTRUCTIONS FOR EMPI.OYING OFFICES
: Sl A PURPOSE "OF FORM

1
© This form covers health benefits actions except enrollments, changes of coverage within o plon, and cancellations which are processed on Health
Benefits -Registration Form.(SF.2809). When .an action. requires. a..change..in _heaith benefits_enrollment, prepare SF 2810 as soon as.the effective date is
known and give the appropriate copies to the enrollee and payroli office mmednately Preparchon and distribution of copies should not be delayed pending
SF 50 action in the case of transfers to another payroll office.

PROMPT ACTION REQUIRED FOR CONVERSION

" To be eligible fo convert fo ‘a nongroup contract,” énrollee "must Furnish his copy of this notice fo his Plan not later thdn 31 days afier the ddte shown

in Part A, item 7, or 15 days of!er the date shown in Part K, whichever gives ‘him ‘more time. Therefore, make this form available to the enrollee as soon

as posslble.

PART A—IDENTIFYING DATA

1. For ltems-1, 2,3, ond 6 ‘transcribe from the last SF 2809 or SF 2810,
whichever is the most, recent.

2. ltem 4, use most recen! known oddress
ltem 5, use payroll office number of office avthorized to process: with-
holdmgs.

4. ltem 7, date as follows for action reported in:

B. TERMINATION—Llast day of poy period in which separation (or
other oction terminating enroliment} occurs except,- when coverage
ferminates because of complehon of 365 days in nonpay status,
vse date of 365th day,

date of election to change plans.

., TRANSFER OUT—Actual date.

. TRANSFER ‘IN——Actual date.

" SUSPENSION—Actual date.

. REINSTATEMENT—Actual date,

. CHANGE IN NAME OF ENROLLEE-~Actual date.
‘CHANGE IN ENROLLMENT —SURVIVOR ANNUITANT — Effective
date of sole surviver's annuity,

.—-Io:ﬂ'{no o

PART B—TERMINATION

These mast frequently occurring actions terminale enroliment
ienrolice eligible to convert to individual contract:
Separated
‘Furloughed by reason of reduction in force
Retired—not. eligib[e to continue enroliment .
Died—ng survivor eligible o conﬁnue enrollment.
Termination of title to annvity ‘or compensuhon
Changed to excluded posmon or cutegory
365 days nonpay status: completed' o !
“Eniered’ mllnory duty nof limifed to 307 days ‘or less’

Employee orgamzohon gwes nohce to 7ermlnuie employees enroll-

. men! m orgamzahon s pk:n

PART D—TRANSFER OUT ]
‘Losing ‘office” use this ‘box 16 report transfer actions,” such as:
Transferred to another agency or payroll office number {Do not use
SF 2810 for transfer between employing offices serviced by the
same payroll office number}

i

Rehred-—Trunsfer to a retirement system—employee uppeqrs eligible

ito continve enroliment os an ‘annuitant ... . oo

Death——Transfer to retirement system——survivor uppecrs elug«b!e to

" eontinué énrollment as o surviver annuitant
Transferred tc Bureauv of Employees’ Compensotion.

ORIGINAL—Deliver
days' after the effective date of terminaiion, des!roy the ongm-h copy.

DUPLICATE and TRIPL}L_ATE——Send to npplonncie payroll office,

\.\uAO“'JHHCATE——K tle in Offizial Personne! Foida
viing Bureau of Employe I

-ployee including ary icad Cerhfncrz\. 1 the
agency or office administering relirement or cempensoiion system.

. CHANGE IN PLAN—Last day of pay period precedmg effe:hv:a

with !

U DISPOSITION: - LT

for mail) fo employee, ennuiteni, or surviver ab worliest

COMPLETION OF FORM

PART E-——TRANSFER IN

Gaining office use this box to report transfer actions, such as:
Acceptance of transfer (rom another agency or payroll office number
Rehred——Acceplunce of transfer by retirement system because em-

ployee is ‘eligible ‘to’ continve enroliment as an annvitant
Dea'h—A:cepOance of transfer by refirement system because survivor
".is eligible*io. continue enroliment as a survivor annuitant
Transfer accepted by Bureau of Employees’ Compensation.

NOTE: Retirement systems (including BEC) accepting transfer in,i show
also in “Remarks” whether enrollment is for an “EMPLOYEE
ANNUITANT” or “SURVIVOR ANNUITANT." -

PART F-—SUSPENSION and PART G—REINSTATEMENT :
State in ““Remarks™ reason for ‘any -action not applicable to- active
military duty Such :as “Réinstatemant (of- érronecus separation.”

PART H—CHANGE IN NAME OF ENROLLEE

Use this-box -only for reporting changes in name where change of
coveroge within..a’ plan by. -SF 2809 -is-not- involved. Show date of
birth only. where ‘enrollmem is chcnged from employees or unnunanr 5
name to name of survivor annuitant,

PART 1-~CHANGE EN ENROLLMENT—SURVWOR ANNUITANT
Only agencies’ odmmrs'ermg Felirement sysvems will make this deter-
minotion on the basis of documeniary evidence thal there is “only one
ivor_ annuitonf.

- -;’ARTJ—REMARKS e

Use this box to bring to the attention of the employee, anrnvitant, or
carrier any pertinent information to clarify or support the action being
taken.

- RART K—DATE OF NOTICE . -

W "'Faesimile signature is cccepiable. Date as of day of issvance.

possible date. In case o lermination "$F 2810 ‘mesi be lssued more thdn 75

"Fronsfer Oui” i .o retirement
or Forg (SF 2209 wccepted
oll office for tronsmission to

of death or. refirement reported os
e copy of each Health Bensfits Reg
suadrupiicate SF 2810 o appropriate




U.s. Civil Service
Commission

. T T T 18670
FEDERAL'EMPLOYEES MEALTH BENEFITS PROGRAM - i } T

NOTICE OF CHANGE IN HEALTH BENEFITS ENROLLMENT

Part A.— IDENTIFYING DATA

. NAME {LAST} (FIRST)

4. ADDRESS (INCLUDING ZiP CODE)

6l Bady Strest

(RMIDDLE INITIAL)

2. DATE OF BIRTH

2-7-22

3. CARRIER CONTROL NO.

5. PAYROLL QFFICE NO.

6. ENROLLMENT CODE NO.

7. Somren o oeCOMES  EFFECTIVE

ONLY THE ITEM WHICH IS CHECKED BELOW AFFECTS YOUR ENROLLMENT. READ THAT ITEM CAREFULLY AND FOLLOW ANY PERTINENT
INSTRUCTIONS. KEEP TH1S FORM UNLESS YOUR ENROLLMENT 15 TERMINATED AND YOU APPLY FOR COMNVERSION.

Part B.—~TERMINATION

D YOUR ENROLLMENT TERMINATES ON THE DATE IN PART A, ITEM 7, ABOVE.

Part C.—~ CHANGE iN PLAN

D YOUR ENROLLMENT SHOWN IN PART A, ITEM 6, ABOVE HAS BEEN TERMINATED BECAUSE OF YOUR ENROLLMENT IN ANOTHER PLAN.

Part D.—TRANSFER OUT

Part E.—~TRAMNSFER IN

YOUR ENROLLMENT CONTINUES BUT S TRANSFERRED TO
YOUR NEW PAYROLL OFFICE (OR RETIREMENT SYSTEM):

Retivement & Disability Syhen

» Cu

YOUR NEW PAYROLL OFFICE (OR RETIREMENT SYSTEM) D
SHOWN IN PART K BELOW HAS ACCEPTED TRANSFER OF
YOUR ENROLLMENT AND WILL CONTINUE IT.

Part F.~SUSPENSION

Part G.~ REINSTATEMENT

D YOUR ENROLLMENT HAS BEEN SUSPENDED, EFFECTIVE ON
THE DATE IN PART A, ITEM 7, ABOVE.

YOUR ENROLLMENT HAS BEEN REINSTATED, EFFECTIVE ON D
THE DATE IN PART A, ITEM 7, ABOVE.

* Part H.~ CHANGE IN NAME OF ENROLLEE

THE NAME IN WHICH THIS ENROLLMENT IS CARRIED HAS BEEN CHANGED TO: O
NAME " DATE OF BIRTH SEX 7
: ] maLe
[0 eemaLe
ADDRESS (INCLUDING ZIP CODE) IF DIFFERENT FROM PART A, ITEM 4, ABOVE

Part |.— CHANGE IN ENROLLMENT — SURVIVOR ANNUITANT

SEND YOU A NEW I[DENTIFICATION CARD.

YOUR ENROLLMENT.HAS BEEN CHANGED FROM FAMILY COVERAGE TO SELF ONLY. YOUR PLAN WILL

YOUR NEW ENROLLMENT
CODE NUMBER

(NOTE: THIS ITEM TO BE COMPLETED BY RETIREMENT SYSTEMS ONLY)

Part J.— REMARKS

Part K.— DATE OF NOTICE

~ @mALIH BENEFITS OFFICER
}

AGENCY

5-21-70

* Central Intelligence Ageney
Washington, D. C. 20505

ADDRESS (INCLUDING: ZIP CODE}

Quadruplicate —For Official Personnel Folder

Standord Form “No: 2810
April 1969
FPM Supplement 890-1




___INSTRUCTIONS FOR EMPLOYING- OFFICES,

PURPOSE OF FORM

This form covers health benefits actions except enroliments, changes of coverage within o plan, and concellations which are processed on Heolth Benefits
Registration Form (SF 28092‘. When an action requires o change in heolth benefits enrollment, prepare SF 2810 as soon as the effective date is known and give

the oppropriote copies to
case of transfers to onother payroll office.

e enrollee and payroll office immediately. Preparation and distribution of copies should not be delayed pending SF'50 action in the

PROMPT ACTION REQUIRED FOR CONVERSION

To be eligible to convert to @ nongroup contract, enrollee must furnish his copy of this notice to. his Plan not later than 31 days after the date shown in
Part A, item 7, or 15 doys ofter the date shown in Part K, whichever gives him mare time. Therefore, make this form ovailable to the enrollee os soon as

possible.

COMPLETION OF FORM

PART A--IDENTIFYING DATA

1. For items 1, 2, 3, and &, franscribe from the lost SF 2809 or SF 2810,
whichever is the mest recent.

. Item 4, use most recent known address. .

. ltem 5, use payroll office number of office authorized to process withold-
ings

. liem 7, date as follows for aclion reported in:

B. TERMINATION--Lost day of pay period in which separation (or other
actien terminating enroliment) occurs except, when coveroge terminales
pecause of completion of 365 doys in nonpay status, use date of 365th
day; and, when coverage terminates becouse of military duty not limited
10 30 days or less, use date empioyee is separoted, furloughed, or
ploced on leove of absence for military duty.

. CHANGE IN PLAN--lost doy of pay period preceding effective date of

election to change plons.

TRANSFER OUT--Actual date.

. TRANSFER iN--Actual dofe.

SUSPENSION--Actual dote. .

REINSTATEMENT--Actuol date.

. CHANGE IN NAME OF ENROLLEE--Actual dote.

CHANGE IN ENROLLMENT--SURVIVOR ANNUITANT--Effective dote of sole

survivor's annuity. )

LI N

S

~rommo o

PART B--TERMINATION

These most frequently occurring actions terminate enrollment with enrcliee
eligible to convert to individual controct:

Seporoted

Furloughed by reason of reduction in force

Retired--not eligible to continue enrollment

Died--no survivor eligible to continue enrollment

Termination of title fo annuity or compensation

Changed to excluded position or cotegory

365 days nonpay stotus completed )

Entered militory duty not limited to 30 days or less

Employee organization gives notice to terminate employee's enrollment in

organization’s plan,

PART D--TRANSFER OUT

Losing office use this box to report fransfer actions, such as:

Transterred to another ogency or payroll office number {do not use SF 2810
for tronsfer between employing offices serviced by the some payroll of-
fice number)

Retired--Transfer to o refirement sysiem--employee appears eligible fo con-
tinve enrcllment as on annuitant

Death--Tronster to retiremert system--survivor appeors eligible to continue
enroliment as o survivor annuitont.

Transferred to Bureou of Employees’ Compensation.

PART E--TRANSFER IN

Gaining office use this box fo report fransfer actions; such os: -
Acceptance of transfer from another agency or payroll office number
Retired--Acceptance of iransfer by retirement system because employee

is eligible fo continue enrcllment os a survivor annuitant
Death--Acceptance of transfer by retirement system becouse survivor is
eligible to continue enrcilment as o survivor annuitant
Transfer accepted by Bureau of Employees’ Compensation,
NOTE: Retirement systems (including BEC) accepting iransfer in, show also
in "Remorks’ whether enrollment is for an “EMPLOYEE ANNUITANT"
or "SURVIVOR ANNUITANT."

PART F--SUSPENSION and PART G--REINSTATEMENT

Stote in “"Remarks' reason for ony action not applicable to active military
duty such as "'Reinstatement of erroneous separation.”

PART H--CHANGE IN NAME OF ENROLLEE

Use this box only for reporting changes in name where chonge of coverage
within o plan by SF 2809 is not involved. Show daofe of birth only where
enrollment is changed from employee's or annuitant’'s name fo name of sur-
vivor annuitant,

PART |-CHANGE IN ENROLLMENT--SURVIVOR ANNUITANT

-Only agencies administering retirement sKs‘rems will make this determination
on the bosis of documentory evidence thot there is only one survivor an-
nuitant.

PART J--REMARKS

Use this box to bring fo the attention of the employee, annuitant, or insur-
ance carrier any perfinent informafion to clarify ‘or support the action being
taken.

PART K--DATE OF NOTICE

Facsimile signature is acceptable. Date as of day of issuance.

DISPOSITION

ORIGINAL--Deliver (or mail} to employee, annuitant, or survivor ot earfiest possible date. in case a termination SF 2810 must be issued more than 75 days after
the effective date of termination, destroy the original copy

DUPLICATE ond TRIPLICATE--Send to appropriate payroll office.

QUADRUPLICATE--File in Officiol Personnel Folder (or its equivalent) except in cases of degth or retirement reported as "Transfer Out" to o retirement system
{included Bureou of Employees’ Compensation). In latter cases, send the triplicate copy of eoch Health Benefits Regisiration Form (SF 2809) accepted from the
employee including any Medicol Certificotes attached thereto ond this quodruplicate SF 2810 to appropriate payroll office for fransmission to agency or office
administering retirement or compensation sysfem,




A

¥ 4 5cndard Form No. 2809 L/A ¥ JLTH BENEFITS REGISTRATION FO'
: =

CHAPTWER 1-3 F.P. M N FEDERAL EMPLOYTEES HEALTH BENEFITS ACY OF 1959
6 GAO ™6 ead b _tions on back of last page. Use only typewriter or bally. .t pen.)

/ 1. NAME {LAST} [FIRST) (MIDOLE INITIALY 2. DATE OF BiRTH 3. Are you now married?
{Use numbers}

NNy ' o= . ‘ #= . |1 MONTH | DAY | vEM ves (ST
PART A Z?, ALANC T Ao 2 £ | s '
A v - no  []z2]
ALL WHO T H| 7 /57

REGISTER "4 YOUR MAILING ADDRESS  (MUMBER AND STREET) (CITY AND ZONE NUMBER) (STATE} 5. SEX

MUST FILL . . - P 7 MALE B@
‘ __31’:«" & /4 S AT NS /4 /€ 7. 2¢ . FEMALE | L2

3

W THIS 6. Are you covered by, or is any family member listed below cov- | 7. Place an X' in proper box to show your annual bosic salary
PART. ered by or enrolling in, a plon under the Federo! Employees range.
Health Benefits Act of 1959 (through the enrollment of another .
Urited States or District of Columbia Gavernment employee or UNDER 34,000 DD__] $6,000 7O $9,999
itant)?
onauitant] ves [ wo [] $4,000 70 85,999 (2] $10,000 OR OvEr | | 4]
PART 8 1. 1 elect to enroll in a heaith benefits plan as shown below. | authorize deductions to be made from my salary, compensation, or annvity
FILL IN THIS to cover my share of the cost of the enrollment.  (Copy the information requested below from inside cover of brochure of the plan you sslect.)
1 mgg; ‘TFOYg? NAME OF PLAN . OPTION (,.[ch OR LOW) ENROLLMENT CODE NUMBER
- - . . 1 t
: ROLL N A CComet e T e o g P
S HEALTH BENEFITS | - fASS el Vo . 19 Pl &R,
3 FLAN. 2. !n space below list all eligible family members without exception: List your wife or husband first, than your unmarried children under
- age 19, including legally adopted childran, and stepchildren and illegitimate children who live with you in a regular parent-child relation-
; ship. lnclude alse any unmarried child over 19 who became disabled before nge 19 and who, because of the disability, is incapable
of self-support,  (Aftach o.doctor's certificate for a disabled child oge 19 or over.)
if enrollmant
: DATE OF BIRTH DATE OF BIRTH
‘. i3 for self oniy, NAMES OF FAMILY MEMBERS (Month, Day, Year) NAMES OF FAMILY MEMBERS {Month, Doy, Year)
o # enrollment .
3 N Wife or
; is for self and ; y .
family, ols Husbemd Yiad Contredn acerd !/ Phag, éo"Wﬂ
answer itam 2 — B /4
d it 3if
it applies. N
: THIS PART MUST |
. ALSO BE FILLED . @
INIF YOU ' 3. byovore o Temute (emproyes or anmuTanTj=—aoes me Tamny Tisted above include a hushand who is incapable of self- ves D
CHANGE YOUR support by reason of mental or physical disability which con be expected to continue for more than one year? (If answer
P ty
ENROLLMENT. is '‘Yes,'' attach a docfor's certificate.) NO D
PA RT C PLACE AN X" IN ITEM } OR ITEM 2, WHICHEVER APPLIES AND ANSWER ITEM 3.
FILL 14 THIS I. 1 elect not to enroll in any plan 3. The reason for my election is (Place an "X in proper box);
PA"?J rleY?qu under the Health Benefits Act. D (@} 1 am covered by a plan under the Health Benefits Act through the enroil- DB
v;é:'OLL oR IF ment of my husband, wife, or parent.
yot] WISH 70 2. | elect to cancel my present enroli- (b) 1 am covered by a hecllh insurance plan which is not under the Health [ ]3]
i CANCEL YOUR dar the Health Benefits Act D Benefits Act. =
: ENROLLMENT ment under the Health Benefits Act, (¢} Any other reason. D@
PART D ! elect to change my enrollment as shown by the enrollment number and other information in Part 8, !
FILL N THIS 1. Enrollment code number of present plan. 2. Mumber of event which permits change. 3. Date of event which permits change.
PART IF YOU (See toble on buck of duplicate for proper number.}
WISH T0 i ‘ . . MONTH DAY YEAR
CHANGE YOUR {;/ [ ' 3 / P . y
ENROLLMENT. : Z- : é'f/&‘( g 2]l & /
ALLPﬁH%T E o / WARNING.—Any inrentionél false statement in
; A / 4 . this application or willful misrepresentation relative
REGISTER '/":/ / ) thereto is a vielation of the law punishabie by o
-} MUST FILL v - o d 4 fine of not mere than $10,000 or imprisonment of
i THIS PART. A ’ ! et e BB, ? / &Zﬁ 5‘ . d /| not more than 5 years, or hoth. {18 U.5.C. 1001.)
! S ; (YOUR SIGNATURE—DC NOT PRINT) (oatey 4
‘:\ 1. WE AND ADDRESS OF EMPLOYING OFFICE 2. DATE RECEIVED IN 3. EFFECTIVE DATE OF
;. W s - . EMPLOYING OFFI ELECTION
PART F ] s ; 5 - - .
: - v G
T0 8E : g a?f 24 :?////j 4
2 COMPLETED 4. PAYROLL OFF!C& NO. 5. PAYROLL ACTION
8Y {INITIALS AND DATE)
: AGENCY, TR T Weival 17w Ui T TULIL .
- (SIGNATURE OFf AUTHORIZED AGENCY OFFICIAL)
REMARKS

FOR USE ONLY
BY ANNUITANTS
AND AGENCY.

ne

| 2809-102 T riplicate—to Employing Offce SEFT. 1980




INSTRUCTIONS FOR EMPLOYEES AND ANNUITANTS

(READ CAREFULLY BEFORE COMPLETING FORM)

GENERAL INSTRUCTIONS

COMPLETION OF FORM

1. All employees eligible fo enrolt must complete and file o Health
Benefits Registration Form with their employing office.

2. Use only typewriter.or ballpoint pen.  Sign Pari € and submit
all copies to your employing office. Do not detach.

3. If you wish to enroll, fill in Parts A, B, and E.

4. If you do not wish to enroll or if you are enrolled and wish to
cancel your enrollment without joining another plan, fill in Parts A,
C, and E.

5. If you wish fo change your enrollment from self only to self and
family (or the reverse) or if you wish to change from your present
plon or option fo another plan or option, fill in Parts A, B, D, ond E.

~ 6. if you need information or help, consult the person or office
which usually odvises you on personnel matiers. You can clso obtain

information and assistance from any office of the U.5. Civil Service

Commission.

ANNUITANTS

1. If you'are an annuitant under the Civil Service Retirement Sys-
tem, the Bureou of Retirement and Insurance, U.S. Civil Service Com-
mission, Washington 25, D.C., acts as your "employing office.”

2. If your annvuity is being paid by a system other than the Civil
Service Retirement System, the ogency which cuthonzes payment of
your annuity acts as your ‘‘employing office.”

3. If you are in receipt of monthly compensation under the Federal
Employees' Compensation Act and have been found unable to return
to duty, the Bureau of Employees' Compensation, Department of Labor,
Washington 25, D.C., acts as your “‘employing office.’

4. In filling out ihe registration form show in the box labeled
“Remarks,”" your annuity (or compensation) claim number, and the
name of the agency which acts as your “employing office.”

PEDICAL CERTIFICATES

1. If you enroll for self and family ond the family includes a hus-
band or a child over age 19 who is incapable of self-support because
of mental or physical disability, you must attach a certificate signed
by a doctor which gives the following information:

A. The name of your husband or child.

B. The nature of your husband's or child's disability.

C. The period of time the disability has existed.

D. The probable future course and duration of the disability,
E. The doctor's name and address.

. 2. The decision of your employing office concerning the disability
is final and unless your husband's or child's disability is considered
permanent, the doctor's certificate may have to be renewed from fime
fo time.

3. in the case of a disabled child under age 19 whose disability is
expected to continue beyond age 19, a doctor's certificate should be
filed with your employing office o or befere the child's nineteenth
birthday; otherwise, he may no longer be covered as a member of the
family.

EFFECTIVE DATE

1. If you register to enroll or change your enrollment, your enroll-
ment or change generally will be effective on the first day of the first
pay period which begins not less than 14 days after your registration
form is received by your employing office, provided you were in a
poy siatus at any time during the preceding pay period (preceding
six pay periods for substifutes in the postal field service).

2. H you register to enroll or to change your enroliment during ©
REGULAR opportunity (see Parts C and D beilow}, your enroliment or
change will be effective on the first day of the first pay period which
begins after October 31 of the year in which the REGULAR oppor-
tunity occurs, provided you were in a pay status at any time during
the precedmg pay period (preceding six pay periods for substitutes
in the posial field servicel.

SPECIFIC INSTRUCTIONS

PART A _

if your wife or husband works for_the Oc:vernrnen'f, you may edch

enroll for self only or cne of you-may enroil-for self end Family™™ Ng™~ ~ "tinities fo join a plan.

person may be enrofled both as an empleyee or annuitant AND as ¢
member of a family. {If you are covered as a member of the family
through the enrollment of your spouse or parent, you must register, but
you cannct elect to enroli.)

PART B

1. The enrollment code number you fill in shews the plan and option
in which you will be enrolled. 1t aiso shows whether you are enrcli-
ing for self only, self and family, or whether you are enrolling for
your family as o female employee with o nondependent husband.
B2 sure you copy the name of the plan and the enrollment code number
from the brochure correctly.

2. Y you enroll in a comprehensive plan {group-practice or indi-
vidual-practice), be sure you are in the geogrephic area served by
the plan; otherwise, your enrollment may be veid and you may not be
entitled to benefits.

~

2. 1F you enroll in an empleyee organize
member cf the organization which sponsors the plan.  Your member-
ship will be verified. 1f you are not o member in good standing,
your enrellment will be void and you will not be entitled fo benefits.

fion plan, you must be a

4. After you file the registration form, you do NOT have to report
future changes in your family or in your address to your employing
office, aithough the plan in which you enroll ~ay ask you to supply
it directly wth this information.

-t

PART C

© 1. If you elect not io enroll, you will have other REGULAR oppor-
The first regular epportunity will be between
October ¥ and 15 of 1961,  The Civil Service Commission will pre-
scribe additional regular opportunities to enroll at least once ev&r)
three years.

2. If you do not enroll in o plan {or cancel your enroliment), you
may later have a SPECIAL opportunity to enroll, as explained under
Part D. .

3. You moy register to cancel your enroliment at any time. A
cancellation is effective on the last day of your pay period following
the one in which the cancellation is received by your employing office.

PART D

1. You will have your first REGULAR opportunity to change your
enrollment from self only fo fomily, or the reverse, or fo change from
one plan or option o another between Geiober 1 and 15 of 1961,
e Civil Service Commission will prescribe additional regular oppor-
tunities fo change your enrollment af least once every three yeors.

2. You may hove one or more SPECIAL opportunities to change
your enrellment; or, if you previously elected not to enroll, you may
have o SPECIAL opportunity fo enroit in a plan. These SPECIAL op-
porfunities are granted for cerfain specified reasons (for example, o
change in your maritc! or family status), and the change must be made
within o specified time limit. A table explaining the various oppat-
tunities to change appears on the back of the duplicate of the
regisiration form.

PART E
If you are regisiering for an employee or annuitant under ¢ written
autherization from him fo do so, sign your name and atiach the
writien authorization. : :
P




